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Boston, Massachusetts
Retrospective data on the treatment of aortic dissection
at the Massachusetts General Hospital from 1963 to 1978
are reported. During this period, 160 patients with spon-
taneous aortic dissection were treated by definitive med-
ical or definitive surgical therapy. Patients were classi-
fied according to type (proximal versus distal) and duration
(acute versus chronic) of dissection. Long-term follow-
up (mean 48 months, range 1 to 147) was available in
156 cases. Hospital and late survival in each of the cat-
egories of dissection were evaluated in relation to those
features of the dissection itself and of the subsequent
therapy that correlated with ultimate survival.
Results show that: 1) chronic presentation was the
Since the introduction of definitive surgical therapy for aor-
tic dissection by DeBakey et al. (I) in 1955 and of medical
therapy by Wheat et at. (2) in 1965, there has been a dra-
matic improvement in the prognosis of patients stricken with
this highly lethal disease. As experience using both forms
of therapy has accumulated (3-20), a general consensus
regarding definitive therapy for aortic dissection has emerged.
Most groups (21-24) favor surgery for proximal dissection
and for distal dissection that is complicated by compromise
of circulation to a vital organ, aortic insufficiency, inability
to control pain or blood pressure medically, evidence of
saccular aneurysm formation or Marfan's syndrome. Con-
versely, medical therapy has been favored (21-25) in pa-
tients with uncomplicated distal dissection, owing to its
apparent effectiveness in these patients, who are also often
poor surgical risks because of advanced age and associated
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most significant determinant of both hospital and late
survival; 2) in acute dissection, prognosis was deter-
mined largely by the presence or absence of major com-
plications, regardless of ultimate therapy; the only com-
plication without adverse effect on survival was aortic
insufficiency; 3) late survival after discharge from the
hospital was similar for patients with all types of dis-
section and modes of therapy; and 4) the incidence of
late complications from aortic dissection was lower than
previously reported. Thus, the success of early definitive
medical and surgical treatment was sustained on long-
term follow-up.
complicating factors such as pulmonary disease and more
generalized arteriosclerosis.
We present here the immediate and long-term results of
therapy in 156 of 160 patients treated for aortic dissection
at the Massachusetts General Hospital from 1963 through
1978. One hundred eight patients were treated surgically,
and 52 were treated medically. We analyze the results of
treatment according to the type and duration of the dissection
and the mode of therapy. We also examine the complications
of both types of therapy and try to identify the factors that
influence both immediate and long-term prognosis. It should
be noted at the outset that the relatively high surgical mor-
tality is comparable with the results of surgery reported from
most major institutions treating aortic dissection surgically
during this period (26). Advances in surgical technique and
myocardial preservation have considerably improved recent
surgical results at our institution and others.
Methods
Study group. This series includes 160 patients with
spontaneous aortic dissection, proved by angiography, sur-
gery or autopsy, admitted to the Massachusetts General
Hospital from 1963 to 1978. The clinical presentation of
124 of these patients has been reported previously (27).
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Patients with traumatic or iatrogenic dissection secondary
to cannulation at cardiac surgery or to arterial catheterization
are not included. During this same period, an additional 21
patients died from untreated aortic dissection. Very early in
the series, three patients with acute proximal dissection
underwent aortic fenestration only. Because these additional
24 patients either died before therapy could be initiated,
were undiagnosed while living or failed to receive definitive
therapy, they have been excluded from analysis.
Definitions. Aortic dissection originating in the ascend-
ing aorta was classified as "proximal" (DeBakey types I
and II) and as "distal" (DeBakey type Ill) when originating
in the descending thoracic aorta. The dissection was con-
sidered to be "acute" if time from clinical onset of the
dissection to institution of therapy was less than 2 weeks
and "chronic" if this period exceeded 2 weeks.
Guidelines for treatment. Patients with acute dissec-
tion were treated with medical therapy directed initially at
achieving hemodynamic stability to permit angiographic def-
inition of their disease and allow choice of subsequent de-
finitive medical or surgical therapy. In general, aortography
was performed as soon as possible after admission and in
cases treated surgically, operation was undertaken as soon
after the definitive diagnosis was established as was possible.
Indications for definitive medical or surgical therapy fol-
lowed previously reported guidelines (24,25). Thus, prox-
imal dissection was treated surgically unless there were ma-
jor neurologic complications, the site of origin of the dissection
could not be identified or patients refused surgery. Com-
plications of distal dissection that necessitated surgical in-
tervention included extension of an established dissection,
localized thin-walled aneurysm formation at the site of or-
igin of the dissection, inability to control blood pressure or
pain medically, aortic rupture, compromise of the arterial
supply to a vital organ and rare cases of aortic insufficiency
from proximal extension of the dissection.
Surgical therapy. Surgical repair included resection of
the intimal tear, closure of the dissected aorta proximally
and distally and reconstitution of the aorta with or without
interposition of a prosthetic graft. When necessary, the aor-
tic valve was replaced or coronary arteries were reimplanted.
All surgical procedures were performed using complete or
partial cardiopulmonary bypass. Heparinized shunts were
not used in any patients.
Medical therapy. Medical management involved the use
of drugs designed to both lower blood pressure and reduce
the velocity of ventricular contraction (dP/dt). During the
initial years of this series, trimethaphan, reserpine and meth-
yldopa were used for acute therapy. Beginning approxi-
mately in 1973, sodium nitroprusside combined with pro-
pranolol became the drug therapy of choice for initial
management. For long-term therapy, methyldopa, guaneth-
idine or reserpine in combination with a diuretic drug were
eventually replaced by propranolol and when necessary the
addition of diuretic and other antihypertensive drugs. The
vasodilator hydralazine was administered occasionally, and
then only simultaneously with propranolol. Virtually all sur-
gically treated patients were maintained on medical therapy
after operation.
Statistical analysis. The significance of proportions was
compared employing the chi-square test. Mean values were
compared using the unpaired Student's t test. Univariate and
multivariate analysis were performed according to BMDP
statistical software, using a log-linear model BMDP4F. Sur-
vival was analyzed by the nonparametric actuarial method
of Kaplan and Meier (28). Expected survival over a 10 year
period was computed using the 1970 U. S. general popu-
lation tables. Mortality in women was assumed to be com-
parable with that of men 5 years older. The nonparametric
Gehan method (29) was employed for the comparison of
actuarial survival curves. All late deaths were included in
the actuarial calculation of survival.
Results
Follow-up data were obtained in 156 (98%) of the 160
patients. One surgically treated patient with proximal dis-
section and three surgically treated patients with distal dis-
section were lost to follow-up study. The mean follow-up
period was 48.4 months (range I to 147).
Clinical presentation. Men predominated over women
in an approximate ratio of 3 to I (122 to 38). Patients with
acute dissection were significantly older than patients with
chronic dissection (59 versus 54 years, probability[p] <
0.001), patients treated medically were significantly older
than patients treated surgically (62 versus 55 years, p <
0.05) and patients with distal dissection were significantly
older than patients with proximal dissection (62 versus 53
years, p < 0.001). Table I lists patients according to the
site and duration of dissection and the mode of therapy. Of
the 25 patients with chronic proximal dissection, 22 pre-
sented because of severe aortic insufficiency.
Surgical procedures (Table 2). The majority of patients
had insertion of a Dacron segment in the aorta. Eighteen of
25 patients with chronic proximal dissection underwent aor-
tic valve replacement compared with only 3 of 37 patients
with acute proximal dissection.
Survival data (Tables 3 to 5). Of particular note are:
I) the significantly better survival of surgically treated pa-
Table I. Classification of 160 Patients With Aortic Dissection
Proximal Dissection Distal Dissection
Treatment Aeute Chronic Acute Chronic
Surgical 34 25 43 6
Medical 9 0 35 8
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Acute Chronic Acute Chronic
(n = 34) (n = 25) (n = 43) (n = 6)
Direct reanastomosis 9 I 5 a
Dacron graft 25 23 38 6
Aortic valve replace- a I a a
ment only
Aortic valve replace- 3 18
ment included as part
of definitive repair
tients with chronic compared with acute proximal dissection;
2) the better survival of medically compared with surgically
treated patients with acute distal dissection; and 3) the com-
parable long-term survival rate for each group. All dis-
charged patients did exceptionally well regardless of the
type of dissection, its duration or mode of definitive therapy.
Actuarial survival curves (Fig. 1 to 4). These were
computed for all patients and each subgroup (location of
dissection and mode of therapy). All patients and all dis-
charged patients were compared with their age-matched con-
trols. In comparison with the general population, 10 year
survival for all patients with aortic dissection was signifi-
cantly reduced except for those with medically treated chronic
distal dissection.
Effect of complications of dissection. We analyzed
specific complications of aortic dissection to determine their
impact on survival. These included aortic insufficiency, neu-
rologic deficits, pulse loss, cardiac tamponade, hemothorax,
hemoperitoneum, myocardial infarction and mesenteric or
renal infarction. Aortic insufficiency was the only compli-
cation that did not appear to influence survival; it was found
in two-thirds of all patients with proximal dissection.
In contrast, the presence of each of the other compli-
cations of aortic dissection exclusive of aortic insufficiency
had a major adverse impact on hospital survival (Fig. 5).
Thus, seven patients with acute proximal dissection had no
Table 2. Summary of Surgical Procedures
Proximal Dissection Distal Dissection
complications of aortic dissection (exclusive of aortic in-
sufficiency) and all survived. Conversely, only 16 (44%)
of 36 patients with complications survived (p < 0.0 I). Sim-
ilar results were evident in distal dissection: 34 (77%) of
44 patients without complications survived, as opposed to
16 (49%) of 33 with complications (p < 0.01). When these
data were analyzed to compare the efficacy of medical or
surgical therapy in acute uncomplicated distal dissection,
18 (95%) of 19 patients treated medically survived hospi-
talization compared with 16 (64%) of 25 patients treated
surgically (p < 0.05). In complicated acute distal dissection,
10 (63%) of 16 patients treated medically survived compared
with 6 (35%) of 17 patients treated surgically (p == not
significant [NS]). There was no significant age difference
in the patients with acute distal dissection treated medically
(mean 64 years) versus those with acute distal dissection
treated surgically (mean 61 years).
Early complications of medical therapy (Table 6). The
majority of these complications were nonfatal except for
redissection or rupture, which was highly lethal, resulting
in seven deaths in eight cases. Eleven patients started on
medical therapy were switched to surgery: two electively
and both survived; four because of persistent pain, that is,
pain which continued after the acute event and which was
unrelieved by medical therapy, and all survived; four be-
cause of redissection heralded by recurrent pain or evidence
of progression of the dissection process, and only one sur-
vived; and one because of uncontrolled hypertension, and
this patient died.
Of the II deaths resulting from acute dissection in pa-
tients treated medically, 7 were due to direct sequelae of
the dissection itself including cerebrovascular accident in
2, renal failure in 4 and congestive heart failure in I. Of
particular note is the fact that in 7 of the II medically treated
patients who died, involvement of the aortic arch was pres-
ent, and in an additional 3 patients, a major complication
was present before the initiation of therapy.
Early complications of surgical therapy (Table 7).
Surgery in patients with chronic dissection was frequently
uncomplicated, and no patient with chronic dissection died
Table 3. Number of Patients Surviving Aortic Dissection*
Proximal Dissection
Acute Chronic Acute
Distal Dissection
Chronic
Hospital survival
Surgical 18/34 23/25 22/43 516
Medical 5/9 No pts 28/35 818
Late survival (overall)
Surgical 14/33 16/25 18/43 316
Medical 4/9 No pts 16/32 818
Late survival (discharged patients)
Surgical 14117 16/23 18/22 315
Medical 4/5 No pts 16/25 818
*Patients (pts) who survived aortic dissection (numerator) compared with the total number of patients (denominator).
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Proximal Dissection
Hospital survival
Surgical
Medical
Late survival
Surgical
Medical
Late survival
(discharged patients)
Surgical
Medical
Acute
53%, t
56%'
42%~ t
44%'
82%, t
80%'
Distal Dissection
Chronic Acute Chronic
92% 51
C!ct t ....+.~ 83c/c ~ t
no pts 800/, <-~~ 1000/,'
640/( 42
c
/C ~ t <-~~ 50c/c .
~ 1000/,*!no pts 50'k' <-I~
70c/c 820/,~ t <-~~ 60%.
no pts 64%' ~:j:----7 1000/, ~ t
'Percent survival in each patient category. tp :5 0.01; tp :5 0.05: ~not significant.
intraoperatively. Specific surgical complications associated
with a poor outcome included bleeding, infection, respi-
ratory insufficiency and hypotension.
Effect of associated operations. The addition of aortic
valve replacement to surgery in proximal dissection did not
affect outcome adversely (17 [85%] of 20 survivors with
aortic valve replacement versus 24 [59%] of 41 survivors
without). In fact, the somewhat better outcome in patients
who received aortic valve replacement is attributable to the
large group with chronic proximal dissection who did well
at surgery.
Four patients required associated coronary artery bypass
grafting and three survived. One patient required splenec-
tomy for dissection involving the splenic artery and another
required a right colectomy for infarcted bowel; both died.
Effect of associated conditions. There were five pa-
tients with distal dissection complicated by retrograde arch
extension: four with acute and one with chronic presenta-
tion. Of the four patients with acute presentation, two were
treated medically and died; of the two treated surgically,
Table 5. Comparison of Type of Dissection. Duration and
Mode of Therapy in Patients Who Survived Hospital Discharge*
one lived and one died. The one patient with chronic pre-
sentation was treated surgically and survived hospitaliza-
tion. All three surgically treated patients had aortic
insufficiency.
Eight patients with an age range of 19 to 66 years, had
Marfan's syndrome. Seven of these patients with proximal
dissection were treated surgically and one with distal dis-
section was treated medically. Seven (88%) of eight sur-
vived hospitalization. However, only three (43%) of these
seven were alive at the time of follow-up. The late survivors
were younger, aged 23,29 and 32 years, respectively. The
one medically treated patient died.
Late complications (Table 8). Only one patient with
surgically treated proximal dissection required aortic valve
replacement for progressive aortic insufficiency. After sur-
gery, one patient with proximal dissection had a nonfatal
redissection and another developed a localized saccular
aneurysm of the ascending aorta that was subsequently re-
paired successfully. Two medically treated patients with
Figure 1. Actuarial survival curves for all patients and all dis-
charged patients for whom duration of survival could be ascer-
tained. *Significant difference in survivaL
'Number of discharged patients who were alive at follow-up (numer-
ator) compared with the total number of discharged patients (denominator);
percent survival in parentheses. p = not significant as indicated by (~).
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Figure 2. Actuarial survival curves for
patients classified by location of dissec-
tion. *Significant difference in survivaL
distal dissection developed a localized saccular aneurysm
and both died during attempted surgical repair.
There were II late deaths among the 46 hospital survivors
with proximal dissection, and 15 among 73 with distal dis-
section. In eight patient deaths in each group, the ca.use was
unknown or death was sudden. These late deaths were ar-
bitrarily attributed to the dissection process. In the remaining
10 patients, a cause other than the dissection (carcinoma,
for example) could be ascertained.
Discussion
Chronic versus acute dissection. In this large series of
medically and surgically treated patients with aortic dissec-
tion, chronic presentation was the most significant deter-
minant of both hospital and late survival, with 92% of the
patients with chronic dissection surviving hospitalization
and 69% alive at the time of late follow-up. Previous series
(3,14,16,17,19) have shown similar results, with hospital
survival ranging between 75 and 90%. The advantage pro-
vided by chronic dissection most probably results from the
associated absence of life-threatening complications. In ad-
dition, these patients have selected themselves as "survi-
vors," having lived through the first 2 weeks when the major
mortality in untreated aortic dissection occurs.
Our data show that the most important determinant of
survival in acute aortic dissection is the presence or absence
of major complications, for example aortic rupture, cardiac
tamponade or compromise of blood supply resulting in ce-
rebral, myocardial or renal infarction. The only complica-
tion that had no influence on survival was aortic insuffi-
ciency, presumably because aortic insufficiency is amenable
to surgical correction. Results of other large surgical series
(18-20) demonstrate similar excellent survival in patients
with aortic dissection undergoing aortic valve replacement.
Taken together, these data suggest that events that influence
survival in acute aortic dissection have for the most part
occurred before the institution of definitive therapy.
Indications for medical therapy. Since the introduc-
tion of medical therapy for aortic dissection, there has been
considerable debate over the indications for its application.
In this series, medical therapy for patients with acute distal
aortic dissection was associated with a significantly better
hospital survival. This was true regardless of whether the
dissection was associated with complications. Medically
treated patients without major complications did signifi-
*
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cantly better than surgically treated patients, and medically
treated patients with one or more complications did as well
as those treated surgically, although improved survival in
this latter group did not reach statistical significance because
of the relatively small numbers of patients, Therefore, we
continue to recommend medical therapy as the definitive
treatment of choice for patients with distal dissection, unless
complications amenable to the surgery are present.
Treatment for acute proximal dissection, The excellent
result of medical therapy in the few patients with acute
proximal dissection is somewhat misleading, These patients
were treated medically because of an inability to localize
the intimal tear, extensive new neurologic deficit or other
surgical contraindication, In all patients, the dissection ap-
peared clinically stable, This latter factor may have acted
to select out a group of patients with an otherwise good
prognosis, Thus, we continue to rely on surgery as the
therapy of choice for all patients with acute or chronic prox-
imal dissection, These data suggest, however, that medical
Figure 5. Percent hospital survival is plotted as a function of the
number of major complications resulting from the aortic dissection,
These complications include neurologic deficit, pulse loss, cardiac
tamponade, hemothorax, hemoperitoneum, myocardial infarction
and mesenteric or renal infarction, They exclude aortic insufficiency,
100
therapy can be undertaken with a reasonable hope of success
in patients with stable acute proximal dissection if surgery
is not possible,
Inability to localize site of origin of the dissection. This
has been considered to be an indication for medical therapy
in most centers, However Miller et al. (19) found that im-
mediate and long-term survival in 28 patients was not sub-
stantially altered by inability to excise the intimal tear during
definitive surgical therapy, This group advocated surgical
repair of the proximal aorta if this vessel was involved,
regardless of the site of origin of the dissection, This im-
portant point is unsettled, and we continue to try to excise
the site of origin of the dissection as part of the definitive
surgical therapy.
Complications of medical therapy. We have attempted
to evaluate the specific problems encountered in both med-
ical and surgical therapy, Changes in mental status mani-
fested by either somnolence or agitation were the most com-
mon early complications of medical therapy for acute aortic
dissection, This resulted both from the rapid lowering of
blood pressure, especially in elderly patients with preex-
isting hypertension, as well as from the use of potent sym-
Table 6. Early Complications of Medical Therapy in 52
Patients With Acute Aortic Dissection
MAJOR COMPLICATIONS
90 vs
-..J HOSPITAL SURVIVAL Complication Number~ 80
S; 70 None 18
~ Mental status change 16
(Ij 60 (somnolence, agitation)
-..J 50 Azotemia 5~
~ 40 Hypotension 4Gastrointestinal bleeding 2~ 30 (reserpine)
~ 20 Cardiac arrest I
10 Persistent pain 4
Redissection or rupture 8
0
0 1 2 3 Poor blood pressure control 1
NUMBER OF COMPLICATIONS
Total 59
Related
Fatality
7
I
8
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patholytic agents which themselves cause central nervous
system depression. Although unpleasant, this complication
had no influence on survival.
There were nine episodes of hypotension or hypotension-
induced azotemia in patients with medically treated acute
dissection. In none of these patients was death or severe
morbidity (acute tubular necrosis, myocardial infarction or
cerebrovascular accident) a direct result. Two patients treated
with reserpine early in the series developed gastrointestinal
ulceration, one requiring surgery for a perforated ulcer. If
reserpine is used currently, cimetidine and antacids are given
simultaneously.
In 10 of the II patients who died while receiving medical
therapy, either the fatal complication or involvement of the
proximal aorta was already present on admission. This again
demonstrates the importance of events that have occurred
before the institution of definitive therapy, and further em-
phasizes the importance of early diagnosis and treatment.
The difficulties encountered in the medical management of
dissections involving the proximal aorta are well known.
These results support the reclassification proposed by Daily
et al. (6) and Miller et al. (19), where distal dissection with
involvement of the proximal aorta is termed type A dissec-
tion. Clearly, the clinical behavior of such patients and
subsequent approach to therapy is more consistent with
proximal disease.
Complications of surgical therapy. Of the nine patients
who did not respond to medical therapy and were subse-
quently treated surgically, all four with persistent pain had
no other major complications and all survived. Thus, it
would appear that persistent pain does not carry with it the
same ominous connotation as does true progression of the
dissection with recurrent pain. It is impossible to predict,
Table 7. Surgical Complications in 108 Patients
Complication
Bleeding
Renal failure
Hypotension
Respiratory failure
Central nervous system deficit
Incidence Rate (%)
26
19
16
14
13
Fatal (%)
50
71
76
60
50
however, whether a similarly good result would have been
obtained if surgery had been withheld.
Results were poor in the five patients who did not respond
to medical therapy because of redissection or inability to
control blood pressure. Similar disappointing results are
reported in three other series (12,15,19) with only 4 of 17
patients surviving when surgery was undertaken in an at-
tempt to salvage failure of medical therapy.
The most frequent causes of operative morbidity and
mortality were hypotension, bleeding and respiratory in-
sufficiency. The incidence of these complications and their
potential for morbidity are similar to those reported by others
(19). In three previous studies, either myocardial dysfunc-
tion (3,16) or progression of the dissection (3,14) were listed
as the most frequent causes of operative mortality.
Our data do not permit resolution of the controversy
regarding the timing of surgery in aortic dissection. Some
physicians have advocated a period of several days to weeks
of medical stabilization before surgery (15). In general, we
advocate prompt surgical intervention once the decision to
operate has been made in order to minimize the chance of
even minute progression of the dissection with its attendant
risk of additional complications.
Survival after hospital discharge. The long-term sur-
vival of patients discharged from the hospital, regardless of
duration of dissection, its location or the therapeutic mo-
dality employed, was most impressive. This demonstrates
that the initial success obtained by either medical or surgical
therapy is maintained on long-term follow-up, and specif-
ically that medical therapy for appropriate patients provides
as effective long-term success as its surgical counterpart.
Only I% of our patients surviving hospitalization de-
veloped late aortic valve insufficiency severe enough to
require aortic valve replacement. This is considerably less
than the 9% incidence of severe aortic insufficiency in the
report of Wheat et al. (5), but is similar to the 2 to 3% of
patients requiring late aortic valve replacement in more re-
cent reports (17,19). This difference is presumably due to
the increasingly lower threshold for replacement of the aortic
valve at surgery if even a moderate degree of aortic insuf-
ficiency is noted after decompression of the aorta. Only two
of our patients, both with medically treated distal dissection,
Table 8. Late Complications and Deaths in Patients After Discharge
Proximal Dissection
(n = 46)
Distal Dissection
(n = 73)
Progressive aortic insufficiency
Aortic dissection
Saccular aneurysm
Late deaths
Related to dissection
Of unknown causes
I
I
I
II (24%)
3
8
2
15 (24%)
7*
8
*Includes two patients who died during attempted repair of a saccular aneurysm.
lACC Vol. 3. No.4
April 1984: 1026--34
DOROGHAZI ET AL.
L()NG-TERM SURVIV AL IN AORTIC DISSECTION
1033
developed saccular aneurysms on long-term follow-up in
contrast to a 14% incidence rate of saccular aneurysm cited
by Wheat et al. (5).
Proximal versus distal dissection. Seventy-three percent
of late deaths in proximal dissection and 53% of late deaths
in distal dissection could be attributed to the dissection itself.
Although this difference was not statistically significant,
these data suggest that patients with proximal dissection may
remain at higher risk of dying from a complication of their
dissection, whereas patients with distal dissection are at
equal risk of dying from a cause completely unrelated to
the dissection. This is consistent with the significantly older
age and greater prevalence of other diseases in these pa-
tients. These figures must be tempered by the fact that we
chose to attribute the cause of late death to redissection in
16 patients for whom death was either sudden or its nature
unknown.
Late survival of 76% among patients discharged from
the hospital was identical for our patients with proximal and
distal dissection, and comparable with the 76% 5 year sur-
vival rate reported by Miller et al. (19) and the 72% 5 year
survival rate reported by DeBakey et al. (3). Clearly, this
study does not answer directly whether conscientious long-
term pharmacologic control of both cardiac dP/dt and blood
pressure contributed to the excellent survival observed in
both groups. For the most part, however, our patients were
treated aggressively throughout the follow-up period.
Marfan syndrome. Although the Marfan syndrome is
known to be associated with aortic dissection (30.31), the
outcome for these patients is not specifically reported in
several past studies. Our results show that although patients
with the Marfan syndrome had good hospital survival, only
three of the seven hospital survivors were alive at follow-
up, which is consistent with the reduced life expectancy
often reported for these patients (32). Because of the high
incidence of redissection in these patients, we recommend
that surgical therapy be undertaken for all patients with
aortic dissection complicating the Marfan syndrome.
Improved surgical results. As noted earlier. the sur-
gical results in this report are comparable with those ob-
tained in most large institutions operating on patients with
aortic dissection during this period (3,6-8.11,14.16-20).
Currently, because of improved surgical techniques. better
intraoperative and postoperative management and improved
methods of intraoperative myocardial preservation. surgical
results are considerably better. For example, Miller (26)
reported a recent death rate of 8% in 24 patients with acute
type A (proximal) dissection, and only I death in 8 patients
with acute type B (distal) dissection. In our own experience.
we continue to advise surgical therapy for acute proximal
dissection. However, our results with medical therapy of
uncomplicated acute distal dissection are still excellent, and
medical therapy remains our treatment of choice in these
patients.
We are indebted to Philip D. Slater. FSA. for performing the actuarial
analyses.
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